On examination he was deeply cyanosed and drowsy but rousable to pain, with a respiratory rate of 6/min. He had pronounced peripheral oedema and a raised jugular venous pressure. In other respects the respiratory and cardiovascular systems were normal, as was his facial appearance. The chest radiograph showed a large heart with clear lung fields; an electrocardiogram was normal, and the haemoglobin concentration was 17-8 g/dl. Arterial blood gases taken when he was breathing air showed an arterial oxygen tension (Pao2) of 3-3 kPa, an arterial carbon dioxide tension (Paco2) of 9-7 kPa, and a pH of 7 
19.
A clinical diagnosis of severe respiratory failure due to obstructive sleep apnoea was made. The patient deteriorated despite a short trial of doxapram. He was therefore intubated and intermittent positive pressure ventilation was started. He had several complications associated with this, including episodes of lobar collapse due to retained secretions, recurrent pneumonia, and problems with the tracheostomy. He required repeated bronchoscopies. The patient remained in the intensive care unit for a month and was finally weaned with the help of continuous positive airways pressure, delivered via a T piece.
Clinical observation and overnight pulse oximetry confirmed the diagnosis of obstructive sleep apnoea. When the tracheostomy was spigoted at night there were frequent episodes of severe dips in oxygen saturation (Sao2), which for at least half of the night was below 85%, the mean minimum of 65% accounting for 5% of the night; these dips coincided with observed episodes of obstructive apnoea and were greatly reduced when the tracheostomy was open. Nocturnal continuous positive airways pressure was continued until the patient had lost 37 kg (weight 115 kg); at this time overnight pulse oximetry showed a great improvement in nocturnal Sao2 with the tracheostomy closed. In view of these findings and the patient's unwillingness to continue with mechanical assistance, he was discharged without domiciliary continuous positive airways pressure. Before discharge daytime arterial blood gas values when he was breathing air were: Pao2 10-1 kPa, Paco2 4-7 kPa, and pH 7-42; spirometric values were: forced expiratory volume in one second (FEV,) [2] [3] (predicted 3 6) litres, forced vital capacity (FVC) 3-7 (pred 4 8) 1, and peak expiratory flow (PEF) 315 (pred 575) 1/min, with no reversibility after 400 ug inhaled salbutamol.
The duration of this first admission was 3 months.
Outpatient management was successful initially. The patient stopped smoking but his weight gradually increased to 132 kg. An admission was arranged to check his overnight oxygen saturation, but he defaulted from follow up. intermittent positive pressure ventilation and many of these are illustrated by the contrasting admissions of our patient. Intermittent positive pressure ventilation requires some form of endotracheal intubation and is associated with several complications, including nosocomial infections and weaning difficulties.7 If ventilation is prolonged a tracheostomy is needed and this is associated with both short and long term problems.8 Some of these complications occurred during our patient's first admission and led to the prolonged length of stay (three months) in hospital.
In contrast, nasal intermittent positive pres-40 50
sure ventilation is relatively free of problems provided that it can be tolerated. Possibly the hypoventilation and CO2 narcosis in our *mtentrne positive patient helped us to establish nasal intermittent entrained into the positive pressure ventilation as we have found greater difficulties in starting nasal intermittent positive pressure ventilation in severely breathless patients with high respiratory rates. In it was brought to patients for whom intermittent positive preswife, who gave a sure ventilation is otherwise indicated a trial of )tained at the first nasal intermittent positive pressure ventilation ment confirmed should be performed only in a critical care arterial blood gas setting with the facility to institute convenair were: Pao2 32 tional ventilation.
7-24.
By avoiding the complications associated d to the intensive with conventional ventilation the length of stay ermittent positive and therefore cost of admission were greatly 7as started imme-reduced. Although the cost (&3000-L6000) ofa 100 (Medicaid). nasal ventilator may seem high, it may be cost :ment his arterial effective when the shorter length of stay and the te had improved avoidance of high cost treatment in the intena, and pH 7 36). sive care unit are taken into account. The ntrained into the purchase of such equipment might therefore be it continued (fig-justified, 
